Sedentary behaviour is associated with poor health outcomes, and office-based workers are at significant health risk, as they accumulate large proportions of their overall sitting time at work. The aim of this integrated systematic review was to collate and synthesize published research on sedentary behaviour interventions in the workplace that have reported on at least one an aspect of the reach, effectiveness, adoption, implementation, and maintenance (RE-AIM) framework. Studies were included if they involved adult office workers, were conducted in an office setting, and changes in sedentary behaviour had been measured as a primary outcome. Five electronic databases were searched yielding 7234 articles, with 75 articles (61 individual interventions) meeting the inclusion criteria. Reach indicators were the most frequently reported RE-AIM dimensions, which were reported on average 59% of the time. Efficacy/effectiveness was the second most reported dimension at 49% reporting across all of the indicators. Implementation indicators were reported an average of 44% of the time, with indicators of adoption and maintenance reported as the lowest of all indicators at 13% and 8%, respectively. Recommendations are provided to improve reporting across all RE-AIM dimensions, which is an important first step to enable the effective translation of interventions into real world settings.
Introduction
Sedentary behaviour (SB), or sitting time, is associated with an increased risk of chronic diseases, such as metabolic syndrome, cardiovascular disease, and diabetes mellitus, in addition to increased all-cause mortality in adults [1] [2] [3] . Despite the health risk, representative samples indicate that the prevalence of sedentary behaviour is high in Western adults (between 6.8 and 11.2 h/day) [4] [5] [6] . Research suggests that office-based workers are at significant health risk, as they accumulate large proportions of their overall sitting time at work [7] [8] [9] . The global prevalence of occupational sitting will likely continue to rise as the labour market continues to shift towards computerised employment [10] . Consequently, the United Kingdom has developed guidance for employers in order to promote the avoidance of prolonged periods of sedentary work [11] .
There has been an increase in interventions targeting sedentary office workers [12] [13] [14] [15] , and a number of reviews of the intervention work have followed [16] [17] [18] [19] . The majority of these reviews have provided an evaluation of these interventions in relation to indicators of "efficacy" [16] [17] [18] [19] . However, there has been growing critique suggesting that, although indicators of efficacy are important to assess, there is little understanding of the additional indicators, which may help to understand the potential for successful translation and future real-world implementation [20] . Critics argue that other indicators that facilitate an understanding of generalisability and translation are equally important to evaluate, particularly if these additional indicators impact the success of future implementation, and consequently the potential public health impact of a given intervention [20, 21] .
The RE-AIM evaluation framework is one of several existing methods used to evaluate or report on the additional indicators that could influence the future external validity of an intervention. Glasgow et al. (1999) [22] proposed five dimensions in which these indicators sit-reach, efficacy/effectiveness, adoption, implementation, and maintenance. Reach is defined as the absolute number, proportion, and representativeness of individuals who are willing to participate in a given initiative. Efficacy/effectiveness refers to the impact of an intervention on the relevant outcomes, including potential adverse effects, quality of life, and economic outcomes. Adoption, within RE-AIM, is the absolute number, proportion, and representativeness of the settings and intervention agents who are willing to initiate a program. Implementation refers to the intervention agents' (e.g., research teams) fidelity to the various elements of an intervention's protocol. This includes consistency of delivery as intended, and the time and cost of the intervention. The maintenance dimension is concerned with both the setting and individual level. At the setting level, maintenance is the extent to which a program or policy becomes institutionalised or part of organisational practices and policies. At the individual level, maintenance has been defined as the long-term effects of a program on outcomes from six months onwards from the most recent contact [22, 23] . Glasgow et al. (2004) [23] further explains that evaluating interventions over the five dimensions of the RE-AIM framework will help to facilitate an understanding of the potential external validity and public health impact of an intervention. This type of reporting is critically important as we move on a continuum from understanding an intervention effect produced under controlled conditions, towards implementation under real world conditions [21] . To date, no systematic reviews on sedentary behaviour interventions in office workers have been conducted using the RE-AIM framework. Therefore, the aim of the current study is to conduct a systematic review of sedentary behaviour interventions in the workplace focusing on the RE-AIM dimensions (reach, effectiveness, adoption, implementation, and maintenance). The review aims to gain an understanding of the proportion of RE-AIM indicators that are reported in the literature so as to identify whether gaps in reporting exist, which indicators are underreported, and which existing methods may be useful in collecting data on underreported indicators.
Methods
In order to capture published literature reporting on any dimension of the RE-AIM framework, an integrative, systematic review approach was used. The integrative methodology is specifically designed to facilitate the inclusion of a broad range of research designs, both qualitative and quantitative, so as to comprehensively understand a given phenomenon [24] .
Search Strategy
Studies were included if they involved adult office workers, were conducted in an office setting, and if changes in sedentary behaviour had been measured (objectively or subjectively) as a primary outcome of the study. No limitations were placed on the design of the study. The inclusion/exclusion criteria and search terms were developed through scoping searches. The review team used PICOS criteria (population, intervention, comparators, outcome, and setting) to facilitate this process ( Table 1) . The search terms were used to search five electronic databases (MEDLINE (Ovid platform), PsycINFO, SPORTDiscus, Business Source Complete, and OPEN Grey), and searching was completed on 7 December 2017. 
Screening Process
The retrieved articles (n = 7234) were exported into EndNote (Clarivate Analytics, Philadelphia, PA, USA) so as to remove duplicates. After the removal of the duplicates, a total of 5533 articles were left. These articles were then exported into Covidence (Covidence, Melbourne, Australia) for screening. Covidence is an online platform that is designed to enhance the reliability of systematic reviews by facilitating organisational that which enhance the rigour within the screening process. The platform also facilitates the blinding of the screening process between reviewers. Double screening of the studies was carried out at two stages, namely: title/abstract and full text. At the end of each stage, two reviewers (B.M. and M.P.) met to discuss the disagreements. Cohen's Kappa calculations were done for the title and abstract (0.96), and for the full text (0.97). The studies that could not be agreed upon were brought to a third member of the review team (X.J.) and were discussed. On all occasions, a final decision was agreed upon by all parties. Figure 1 highlights this process.
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Data Extraction
The data was extracted using a combination of two validated RE-AIM coding sheets [23, [25] [26] [27] . The combination of the two sheets facilitated in the coding of information across all five dimensions of the RE-AIM framework, looking at 28 individual indicators from each intervention. The alignment of these indicators to each dimension of the RE-AIM framework is noted below.
Reach
The items from the extraction tool that facilitated in reporting on the potential reach of an intervention included the following: the method used to identify the target population, inclusion criteria and exclusion criteria, use of qualitative methods to understand reach or recruitment, sample size, participation rate, and sample representatives. The participation rate was calculated based on the reported number of participants, divided by the number of eligible participants exposed to recruitment. The sample representativeness information was extracted if an intervention reported the demographics of both the participants and eligible non-participants. 
Data Extraction
Reach
The items from the extraction tool that facilitated in reporting on the potential reach of an intervention included the following: the method used to identify the target population, inclusion criteria and exclusion criteria, use of qualitative methods to understand reach or recruitment, sample size, participation rate, and sample representatives. The participation rate was calculated based on the reported number of participants, divided by the number of eligible participants exposed to recruitment. The sample representativeness information was extracted if an intervention reported the demographics of both the participants and eligible non-participants.
Efficacy/Effectiveness
The efficacy and effectiveness items included the following: assessment of the effect on outcomes at shortest assessment point, imputation procedures reported, the presence of quality of life measure, effects at longest follow-up, use of qualitative methods to understand outcomes, and percent attrition or dropout rate. If the attrition rate was not directly reported, it was calculated based on the participant numbers at randomization, as compared to the participant numbers at shortest assessment point.
Adoption
The items that were extracted for adoption related to both the setting and participants. Specifically, the extent to which a study reported; the method of identifying target agent-an agent should be identified regardless of the type of intervention (e.g., device-based or consultation approach); level of expertise of delivery agents (e.g., was specific training or level of understanding or influence reported for different intervention agents)-may be less relevant in device based interventions; inclusion and exclusion criteria for target agent-relevant for all intervention types; the adoption rate (e.g., number of companies who took part/number of companies who were approached)-relevant for all intervention types; comparison of settings/participants of adoption vs. non-adoption settings (e.g., demographic or environmental differences between adoption of program/intervention vs. non-adoption)-relevant for all intervention types; and use of qualitative methods to understand either adoption at setting level and staff participation-relevant for all intervention types.
Implementation
Information relating to the implementation that was extracted and reported on. Specifically, the intervention type (e.g., individual component vs. multi-component) and intensity. With no specific guidance on a measure of intensity, the review team judged the reporting of intensity based on the reporting of the length of the intervention, as well as components of the intervention. Further items included the following: the extent the protocol was delivered as intended (e.g., did the intervention achieve its intended implementation goal or did protocol need to be adapted); a measure of cost (e.g., monetary or time commitment); and use of qualitative methods to understand the implementation of the study.
Maintenance
Maintenance was assessed using the following three items: was an individual's behaviour assessed at least six months following the completion of the intervention; is the program still in place, was the program modified, and use of qualitative methods to understand long-term effects.
All of the relevant information was extracted and coded in an excel spreadsheet by two reviewers (B.M. and M.P.), with each researcher extracting half of the papers. Upon the completion of the extraction, each of the 28 items were colour coded green if the information was presented, or red if the information was not presented. All of the data extraction was then double checked by a third member of the review team (X.J.) so as to enhance reliability.
Quality Assessment
Because of the broad range of study designs and the use of the RE-AIM reporting item for data extraction and reporting, no further assessment of the study quality was performed.
Results

Study Selection
The initial searches identified 7234 articles, and after title and abstract screening, 303 full text articles were screened. Of these, 75 articles representing 61 individual interventions were included in the review (Figure 1 ). Table 2 describes the characteristics of the identified articles. It is important to understand the distinction between the articles and interventions from this point forward in the review. The results of 10 interventions were reported in more than one article. This information has been brought together in order to understand the reporting of all of the indicators across the dimensions of the RE-AIM framework. This method has been used in other RE-AIM reviews for the same purpose [26, 28] . In total, there were 75 included articles in the review, representing 61 individual interventions. Table 2 identifies which articles are from the same intervention. Of the 61 interventions, 23 interventions were completed in North America, 22 in Europe, 15 in Australia, and 1 in South America. The integrated review approach facilitated a large variety in both the study design and outcome measurement method. Of the 75 published articles, 39 reported controlled designs (both randomised and non-randomised), which was the most frequent. A total of fifteen articles reported pre-and post-test experimental designs; seven reported qualitative designs, six of which were reported as natural experiments; five reported quasi experimental designs, one of which was a cross sectional design; one reported mixed methods design; and one reported descriptive design. The duration of the interventions that were included ranged from one day to 12 months, with 20 interventions reporting less than 7 weeks, 25 interventions reporting 2-4 months, nine interventions reporting 4-9 months, and five interventions reporting 12 months. Two interventions did not report an intervention duration. In total, 17 individual data collection methods were used to measure sedentary behaviour (SB). Objective measures of SB were used in 39 interventions, with the most common being ActivPAL (n = 20). Other objective measures included accelerometery, video analysis, and objective proxy measures. Subjective measures of SB were used in 31 interventions, with the most common type being a questionnaire (n = 23). Other subjective methods included interview, focus group, diary/log, and open-ended questions. It should be noted that the number of SB outcome measures does not exactly equal the number of included interventions, as a result of nine of the 61 interventions using both objective and subjective measures of SB. [53] connected to [52] Europe (Denmark and Greenland) n = 461
Characteristics of Identified Articles
Primary-SB Secondary-waist circumference and body fat percentage
Objective-ActiGraph and bioimpedance Cluster RCT 3 months 
Percentage Reporting across RE-AIM Dimensions
The total percentage of reporting across all of the indicators within the individual RE-AIM dimension is represented in Figure 2 . Reach indicators were reported on average 59% of the time. Efficacy/effectiveness was reported at 49% across all of the indicators. Implementation indicators were reported an average of 44% of the time. The overall percentage of interventions reporting on the indicators of adoption and maintenance indicators were 13% and 8%, respectively. A full break down of reporting across all of the indicators for individual studies is available in Supplementary Tables S1  and S2 
The total percentage of reporting across all of the indicators within the individual RE-AIM dimension is represented in Figure 2 . Reach indicators were reported on average 59% of the time. Efficacy/effectiveness was reported at 49% across all of the indicators. Implementation indicators were reported an average of 44% of the time. The overall percentage of interventions reporting on the indicators of adoption and maintenance indicators were 13% and 8%, respectively. 
Reach
There was a significant variation between the reach indicators ( Figure 3) , with a high reporting of three indicators, namely, identifying target population (n = 57, 93%), inclusion criteria (n = 50, 82%), and sample size (n = 61, 100%). The reporting of exclusion criteria and participation rate were lower, with both being reported at 61% (n = 37). There was low reporting for the characteristics of participants vs. non-participants (n = 6, 10%), and for the use of qualitative methods to understand reach (n = 4, 7%). 
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There was a significant variation between the reach indicators (Figure 3) , with a high reporting of three indicators, namely, identifying target population (n = 57, 93%), inclusion criteria (n = 50, 82%), and sample size (n = 61, 100%). The reporting of exclusion criteria and participation rate were lower, with both being reported at 61% (n = 37). There was low reporting for the characteristics of participants vs. non-participants (n = 6, 10%), and for the use of qualitative methods to understand reach (n = 4, 7%). Figure 4 illustrates the percentage of reporting for individual efficacy/effectiveness indicators. High reporting was noted across several indicators, including the following: the measure of primary outcome at the shortest assessment point (n = 61, 100%), and the percent attrition rate (n = 47, 77%). The measurement of the primary outcome at extra follow up points was reported for 39 interventions (64%). The reporting dropped significantly for the remaining three indicators, with 15 interventions (25%) reporting on quality of life measurement, nine interventions (15%) reporting imputation or intention to treat analysis, and seven interventions (11%) reporting use of qualitative methods to understand outcomes. Figure 5 illustrates the percentage reporting for individual adoption indicators. In total, 16 interventions (26%) reported methods to identify delivery target agent, 11 interventions (18%) reported the level of expertise of the delivery agents, and five interventions (8%) provided inclusion/exclusion criteria concerning adoption at the setting level. Furthermore, five interventions (8%) reported a rate of adoption at the setting level, two interventions (3%) reported the use of qualitative methods to understand adoption, and six interventions (10%) reported differences in characteristics (either participant or setting) of adoption vs. non-adoption. Figure 5 illustrates the percentage reporting for individual adoption indicators. In total, 16 interventions (26%) reported methods to identify delivery target agent, 11 interventions (18%) reported the level of expertise of the delivery agents, and five interventions (8%) provided inclusion/exclusion criteria concerning adoption at the setting level. Furthermore, five interventions (8%) reported a rate of adoption at the setting level, two interventions (3%) reported the use of qualitative methods to understand adoption, and six interventions (10%) reported differences in characteristics (either participant or setting) of adoption vs. non-adoption. Figure 5 illustrates the percentage reporting for individual adoption indicators. In total, 16 interventions (26%) reported methods to identify delivery target agent, 11 interventions (18%) reported the level of expertise of the delivery agents, and five interventions (8%) provided inclusion/exclusion criteria concerning adoption at the setting level. Furthermore, five interventions (8%) reported a rate of adoption at the setting level, two interventions (3%) reported the use of qualitative methods to understand adoption, and six interventions (10%) reported differences in characteristics (either participant or setting) of adoption vs. non-adoption. Figure 6 illustrates the reporting for implementation. The most commonly reported indicator was the intervention type and intensity (n = 60, 98%). In total, 36 (59%) interventions reported on the extent the protocol was delivered as intended, and eight interventions (13%) used qualitative methods to understand implementation. Finally, a measure of cost (protocol) was reported in three interventions (5%). 3.7. Implementation Figure 6 illustrates the reporting for implementation. The most commonly reported indicator was the intervention type and intensity (n = 60, 98%). In total, 36 (59%) interventions reported on the extent the protocol was delivered as intended, and eight interventions (13%) used qualitative methods to understand implementation. Finally, a measure of cost (protocol) was reported in three interventions (5%). 
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Concerning individual indicators of maintenance (Figure 7 ), five interventions (8%) reported on an individual behaviour assessment at least six months following the completion of the intervention; five interventions (8%) reported whether the program is still in place, six interventions (10%) reported the use of qualitative methods to understand setting level institutionalization, and four interventions (7%) reported if the program was modified. 
Concerning individual indicators of maintenance (Figure 7 ), five interventions (8%) reported on an individual behaviour assessment at least six months following the completion of the intervention; five interventions (8%) reported whether the program is still in place, six interventions (10%) reported the use of qualitative methods to understand setting level institutionalization, and four interventions (7%) reported if the program was modified. Figure 6 . Percentage of interventions reporting implementation indicators.
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Discussion
The purpose of this review is to provide an understanding of the depth of reporting of indicators across the RE-AIM dimensions. Previous systematic reviews have investigated the effectiveness of workplace SB interventions [16] [17] [18] . However, to the authors' knowledge, this is the first systematic review focusing on RE-AIM reporting in office-based SB interventions. This review is the first to synthesise a breadth of the evidence in the field, with a focus on the reporting of indicators important to the future implementation and translation of interventions.
The reach indicators were the most frequently reported of all of the RE-AIM dimensions; reported on average 59% of the time. Efficacy/effectiveness was the second most reported dimension at 49% reporting across all of the indicators. The implementation indicators were reported an average of 44% of the time. The overall percentage of studies reporting on the indicators of adoption and maintenance were the lowest of all of the RE-AIM framework indicators at 13% and 8%, respectively. The results revealed that 10 of the 28 indicators were reported more than 50% of the time however, and the remaining 18 indicators were reported less than 30% of the time, revealing a distinct contrast in the indicators that are routinely reported in interventions. In light of this result, the research team has focused the discussion primarily on the indicators or indeed the whole dimensions that have been "under-reported" or have been reported for less than 30% of the interventions. The discussion firstly presents specific methods used to capture the data from underreported indicators of RE-AIM; and secondly, provides future considerations and recommendations for collecting the data of under reported RE-AIM indicators. This is done in order to facilitate improved reporting (success and failure) across the RE-AIM dimensions, so as to improve our evaluation of generalisability and potential translation of interventions, as well as the potential for the public health impact of interventions [20, 21, 101] .
Reach
The distinct contrast in reporting is evident in reach (Figure 2 ). Some indicators of reach are well reported across the included interventions, such as, a method to identify the target population (n = 57, 93%) or inclusion criteria (n = 50, 82%). However, reach indicators such as representativeness of participants vs. non-participants (n = 6, 10%), and use of qualitative methods (n = 4, 7%) are underreported. Nevertheless, interventions such as those of De Cocker et al. (2016, 2017) [55] [56] [57] and Bort-Roig et al. (2014) [33] highlight the methods for reporting on these indicators specifically.
De Cocker et al. (2016) delivered computer-tailored advice to influence sitting behaviour [56, 57] . To report on the representativeness of participants vs. non-participants, the authors utilised the already available health information of the office employees that did not participate, and did a comparative analysis to the demographics of the workers who participated [55] [56] [57] . In De Cocker's intervention, the office workers who were less educated were less likely to participate, therefore, an educational element may be critical in order to engage less educated office workers [56, 57] . This example highlights how information on representativeness can provide further insight into how to best target intervention strategies.
Additionally, the data collected by Bort-Roig et al. (2014) used a qualitative methodology to facilitate an understanding of the participant uptake [33] . In the study, they interviewed the implementation team regarding their perceptions of factors that impacted on uptake within the study. They then triangulated the interview results with the participant surveys that rated the extent to which the uptake strategies were used [33] . This triangulation process facilitated understanding of reach, giving context to the factors that influenced the study population.
These two studies highlight methods that can be used to improve on the reporting of indicators of reach. Each method improved the understanding of the factors, which may impact on the future implementation and translation of the studies, and therefore, have a potential public health impact.
Efficacy/Effectiveness
As with reach, there are distinct differences in the indicators of efficacy/effectiveness that are routinely reported (Figure 3 ). The reporting of measure/results (at shortest assessment) (n = 61, 100%), effects at longest (extra follow up) (n = 39, 64%), and the percent attrition rate (dropout rate) (n = 47, 77%) were significantly higher than the quality of life measurement (n = 15, 25%) and use of qualitative methods or data to understand outcomes (n = 7, 11%), both of which were underreported. SB is associated with the additional health related outcomes that may affect the "quality of life" of the participants, including, back, shoulder, and neck pain [102] [103] [104] , and a variety of psychological issues, for example, depression [105] , distress [106] , and anxiety [107] . Therefore, these outcomes are also important to measure so as to improve our understanding of the association, and to monitor negative unintended outcomes. Importantly, the measurement of additional quality of life outcomes has the potential to strengthen the arguments for the importance of reducing office-based SB. For example, the methods utilised in the Pronk et al. (2012) [89] intervention "take a stand" provided an example of reporting quality of life measurement [89] . In the intervention, the research team administered validated questionnaires to collect data related to additional work-related outcomes (preand post-intervention), which facilitated reporting in relation to the quality of life indicator. The results showed that reductions in the sitting time were significantly associated with reductions in upper back and neck pain, fatigue, confusion, and total mood disturbance [89] . In this example, the measurement of the additional outcomes provided evidence that the intervention was not negatively affecting other related health conditions. This type of measurement may help to increase our understanding of other additional benefits of reducing office-based SB.
Hardgraft et al. (2017) [47] used interviews and focus groups to facilitate in understanding how additional factors impacted on the effectiveness of the strategies used in the study [47] . The authors found that specific at work "job tasks" were barriers to behaviour change, however "social support" was a facilitator [47] . Using qualitative methods improved how Hardgraft et al. (2017) understood how behaviour change occurred, and may be critical for improving efficacy/effectiveness in future iterations of the study [47] .
It is clear that reporting on additional indicators of RE-AIM fostered a more holistic understanding of the real impact of the interventions. This information may now be used to help improve the future implementation and translation of the research into different settings.
Adoption
This review has highlighted the underreporting of all of the indicators of the adoption dimension (Figure 4) . This is an interesting finding that, on face value, appears to give evidence of poor reporting on setting level indicators. However, a limited number of interventions were implemented across multiple settings (n = 16, 26%) in this review. Most of the included interventions were implemented in one setting only and on a relatively small scale (67%, <50 participants); this illustrates a clear gap in the literature.
This review gives further evidence that there is a barrier to translating research from small scale SB interventions to larger scale effectiveness trials [16, 101] . The result of this review suggests that one barrier to translation may be the under reporting of indicators that would facilitate effective translation. However, resources, for example time and money, are also significant barriers that often result in pragmatic decision making with respect to the scale of implementation [20, 21, 101] . The solution to these significant barriers may lie in our engagement with additional stakeholders in workplace health. Companies continue to increase resources in order to improve employee health and wellbeing, as they increasingly understand the relationship between productivity and health status [108] [109] [110] . However, workplace health promotion programs are often not informed by evidence, and a recent review suggests that programs that are informed by research have more potential to yield positive results [111] . Therefore, a more "practice based" [21] approach, in which researchers work directly with workplace health promotion stakeholders, would bring together both the evidence-based knowledge and resources needed to effectively translate on a larger scale [21] . For this approach to be successful, understanding and addressing the potential barriers to working directly with companies would be important. For example, with new data protection regulations being implemented, one barrier to overcome may be the companies' willingness to share/collect the health data of employees, with potential concerns that, if misused, it may bring harm to their employees [112, 113] . However, if the relationship is nurtured, and concerns are mediated, the approach could help embed public-private partnerships at earlier stages of research. This will help to build stronger practice-based relationships as projects develop [114] . The approach could also circumvent funding bodies, which can be reluctant to fund scaled up trials, which are seen as less "scientifically pure" [115] . Although trade-offs in experimental design may be made, this more pragmatic "practice-based" [21] approach would produce evidence that more accurately reflects the conditions in which it is expected to be applied [20, 21, 116, 117] .
Of the 26% of the interventions implemented across multiple settings, there are none that reported all of the adoption indicators. However, there are examples of quality reporting of some individual indicators. For example, Brakenridge et al. (2016 Brakenridge et al. ( , 2017 , who had the highest reporting in the review (21 of 28 indicators), reported four of the seven indicators of adoption [36, 37] . In Brakenridge et al. (2017) , the researchers interviewed members of the implementation team and conducted focus groups with participants in order to understand the differences in implementation across settings [37] . Qualitative findings revealed that there were differences in the role model influence and management engagement across settings, and this may have impacted on variations in the intervention effects across settings [36, 37] . Collecting this information may help to improve future translations of this type of intervention. Additionally, when reporting the level of expertise of the delivery agent, Aittasalo et al. (2017) [29] explained the training process of the delivery agents, including the number of hours spent training face to face [29] .
These two examples highlight that, when implementation across settings is done in office-based SB interventions, the collection and dissemination of the indicators of adoption enhances our understanding of the translational issues critical to the improvement of future implementation.
Implementation
The reporting of the indicators relating to the implementation dimension was mixed ( Figure 5 ). Nearly all of the studies included in this review (n = 60, 98%) reported on the type of intervention and intensity by explaining the intervention activities in detail, and many studies (n = 36, 59%) reported on the extent the protocol was delivered as intended (development of a protocol). There was minimal reporting on the indicators which that are important for obtaining similar effects in future iterations of the study. These would include indicators that, for example, question whether the protocol was delivered by the implementation team as the intended? What aspects of the intervention were more or less effective than others? What was the cost (e.g., time commitment or monetary) to implement the intervention? Reporting on these indicators is critical to understanding which specific behaviour change strategies were successfully implemented and caused an effect within a study, and which were less successful. For example, Bort-Roig et al. (2014) [33] found, using both questionnaire and focus group data, that walk-talk meetings and lunch walking groups were rarely utilised within the intervention, and sitting time and step count logging were the most critical enabler of behaviour change. These results would be important to consider for the future implementation of this intervention, and may even trigger adaptations to the less successful strategies, potentially improving the potential public health impact of the study [33] .
Maintenance
There was under-reporting of all of the indicators related to the maintenance dimension of RE-AIM (Figure 6 ), averaging just 8% overall (Figure 1) . Two of the indicators assessed whether studies report on (a) if the program is still in place and (b) if the program was modified. These two indicators were only reported 8% (n = 5) and 7% (n = 4), respectively; however, [87] exemplified how this type of information could easily be reported, explaining, "The trial was ended due to the lack of further organisations willing to participate within the two-year data collection period" [87] . A third indicator looked for reporting on the follow up measurement six months post intervention. This indicator was also underreported (n = 5, 8%). This result is indicative of the fact that 41 of included studies were less than four months in length. From this analysis, it is clear there is a need for longer follow up periods. Interestingly, all of the studies that reported six-month follow-up data did so using self-report methods. Although self-report has its limitations, these results indicate that it may be best placed to pragmatically evaluate the long-term effect, which is vital to understand if long term public health impact is the objective. The six studies that reported on the final indicator of maintenance utilised qualitative methods in order to understand the setting level institutionalisation. For example, in Cifuentes et al. (2015) [44] , the reporting highlighted significant barriers to maintaining change in the long term and highlighted areas, which would need to be adapted for the successful future uptake of the intervention [44] .
Indicators of Cost
There were two indicators of cost within RE-AIM. Both referred to a measure of cost of implementation either at the individual level (implementation) or at setting level (adoption). Both of the indicators were under-reported, with measure of cost within implementation reported in just two interventions (3%), and measure of cost within adoption reported in 11 interventions (18%). These studies did report elements of cost, however, there was no clear example of a robust method used to fully understand the "cost" of an intervention. There is the potential to measure cost, however gaining transparency may require the development of methodology specific to office-based health promotion, which can articulate the costs incurred balanced with the benefits gained.
Recommendations for Future Reporting
In light of the significant gaps in reporting, the research team have created specific recommendations for the improved future reporting of office-based SB interventions (Table 3) . Process evaluation is a critical part of any intervention study, however our review highlights a clear gap in the reporting of indicators that informs this practice [20] . The recommendations highlight that the RE-AIM framework may prove useful in providing a framework for collecting this breadth of process data or information. Additionally, it is clear from the recommendations that this process would require a mixed methods approach [118, 119] . Using appropriate methods to capture the necessary data is the first step to both, improved translation, and population level impact. Table 3 .
Recommendations for improved reporting across reach, effectiveness, adoption, implementation, and maintenance (RE-AIM), and examples of reporting methods used within included interventions.
RE-AIM Dimension
Recommendations 
Adoption
• Record and report on the specific recruitment processes, including: inclusion and exclusion criteria for businesses, the number of companies or sites approached, the number who declined available demographic information to report on representativeness of company demographics compared to local area statistics (e.g., state or province or council demographic statistics.). Example method found in Puig-Ribera et al. (2015) [35] . Reporting on this breadth of indicators would often lead to the publication of a process evaluation, and this would be recommended in order to provide the capacity for reporting over so many indicators. The collection of data on under reported indicators can be done retrospectively [120] . However, it would be seen as best practice to imbed the necessary data collection methods in the initial study design, so as to inform the process evaluation [20] . Both retrospective and embedded process evaluation take careful and considered planning, however the RE-AIM recommendations would prove useful in both cases.
Strengths and Limitations
A key strength of the review is that it is the first review to look at a large proportion of published interventions that have been done targeting office based sedentary behaviour, in order to understand the state of reporting for effective future translation. This may be crucial to understand, as future population level impact relies on successful translation. Additionally, using the RE-AIM framework enabled an in-depth and critical analysis of the individual papers. This critical approach has facilitated the creation of specific and considered recommendations to enhance future intervention reporting within office-based sedentary interventions. Furthermore, the use of software tailored for reviews enabled quality assurance through the blinded double screening process. The study is not without limitations. Because of the focus on the quality of reporting across the RE-AIM dimensions, we did not include a quality assurance tool, which would be typically seen in an efficacy-based review. It could be the case that interventions that rate low across RE-AIM in this review rate high in other reviews, or vice versa. The review could also be limited by the number of databases (five) searched and the focus on workplace interventions that measure SB as a primary outcome.
Conclusions
The results of this review indicate that there is an imbalance in the reporting of indicators across the RE-AIM framework. The improvement of reporting across all interventions, designed to reduce sedentary behavior in office workers, will be an important first step in the effective translation of interventions into real world conditions [23] . Minimal studies have been implemented at scale with substantial follow up periods, suggesting that significant barriers exist, and this fuels arguments for a more pragmatic "practice-based" approach to intervention design, in which researchers work alongside delivery agents of workplace health [20, 21, 121] . Regardless of the intervention design or approach, the results and subsequent recommendations of this review would provide a useful starting point for researchers in the evaluation of important, often overlooked, indicators. Improved reporting may ultimately improve the translation of research on a large scale, and have impacts on public health as intended.
Supplementary Materials: Supplementary materials are available online at http://www.mdpi.com/1660-4601/15/12/2876/s1. Table S1 : reporting of indicators of reach and effectiveness, across all of the included interventions, Table S2 : reporting of indicators of adoption, implementation, and maintenance, across all of the included interventions.
